Induction of labour for intrauterine growth restriction at term
May not be necessary in resource rich settings
The suspicion of fetal growth restriction at or close to term is a common clinical scenario, but the management of such pregnancies is controversial. Fetuses with growth restriction have a higher risk of perinatal morbidity and mortality. About 40% of stillbirths have been associated with suboptimal fetal growth, 1 and the risk of stillbirth increases beyond 37 weeks. 2 Consequently, when a suspected growth restricted fetus is detected before birth, obstetricians often induce labour with the aim of reducing the risk of stillbirth. However, induction of labour can be associated with an increase in operative delivery rates, including caesarean section. Thus, other clinicians advocate expectant management, with maternal and fetal monitoring, while awaiting the onset of spontaneous labour.
Little evidence is available to inform best practice about the optimum management of the suspected growth restricted fetus near term. The linked randomised controlled study (DIGITAT) by Boers and colleagues compares expectant management with induction of labour. 3 Women with pregnancies complicated by suspected fetal growth restriction after 36 weeks' gestation were randomised to induction of labour or expectant management. The primary outcome was a composite measure of adverse neonatal outcome, and the secondary outcome was operative delivery. No significant difference was found in either outcome between study groups. This is an important study, and will probably inform clinical care for the foreseeable future. The absence of difference in outcome between the two groups supports a strategy of induction of labour or conservative management, depending on the wishes of the woman. However, several caveats exist. The association between suboptimal growth and stillbirth is well accepted, but a study powered to examine this would require thousands of participants and may not be feasible because recruitment to the DIGITAT trial took four years and involved more than 50 hospitals.
Thus, it is appropriate to counsel women that, in a s uspected growth restricted pregnancy beyond 36 weeks, induction of labour may prevent the rare but devastating outcome of stillbirth. Because this strategy does not increase maternal risk, it might be the preferred option for many women. Early induction also reduces the proportion of infants born with a birth weight less than the third population centile, and outcomes at two years from the planned follow-up of this cohort will show whether this translates into improved outcomes in childhood.
Secondly, optimal outcome of expectant management for the fetus with suspected growth restriction depends on a high level of fetal and maternal surveillance. In Boers and colleagues' study, participants allocated to the expectant group were monitored until the onset of spontaneous labour with daily fetal movement counts, together with twice weekly fetal heart rate tracings, ultrasound examination, maternal blood pressure measurement, assessment of proteinuria, laboratory tests of liver and kidney function, and full blood count. Abnormal results prompted earlier intervention, and after randomisation more than half of the women in the expectantly managed group were induced for maternal or fetal indications. This level of fetal monitoring may not be universally available in routine clinical practice, and the findings of this study should not be extrapolated to lower resource settings, where induction of labour may be safer. In view of the findings of equivalent maternal and fetal outcomes in the current study, an economic analysis of the two treatment modalities would also be informative.
A limitation of this study, which the authors acknowledged, is the diagnostic uncertainty surrounding suspected fetal growth restriction and how to define it after birth. This study used population birthweight centiles to define fetal growth restriction. Customised birthweight centiles identify more small babies at high risk of morbidity and mortality than population centiles, 4 and it would have been useful to report customised birthweight centiles in each study arm.
EDITORIALS
Babies in the DIGITAT trial born to women who were expectantly managed were 130 g heavier and born 10 days later than those whose mothers were induced. This may indicate that a proportion of babies in this group were still growing and not growth restricted but constitutionally small.
A substantial barrier to conducting a study like DIGI-TAT is that in routine clinical practice fewer than 30% of infants who are small for gestational age are identified before birth. 5 The National Institute for Health and Clinical Excellence (NICE) recommends screening for fetal growth restriction by performing maternal symphysiofundal height measurements using a tape measure. Antenatal detection of growth restricted infants may be further increased by use of customised fundal height measurements, but even with this tool about half of growth restricted fetuses still remain undetected. 6 The development of a reliable and valid screening test for fetal growth restriction would enable antenatal care to be matched to clinical need. Identification and surveillance of growth restricted fetuses in the low risk population could prevent 800 stillbirths in the United Kingdom each year. Equally, a test with a high negative predictive value would reduce potentially harmful and expensive antenatal interventions, and considerable cost savings could be made from streamlined healthcare. Future research should focus on the development of accurate predictive tests as well as research into the causes of fetal growth restriction. This would potentially facilitate targeted treatments aimed at preventing fetal growth restriction, which could have a substantial global health, economic, and societal impact.
